Investigations: Serology: WR positive; Reiter protein complement fixation test doubtful; VDRL positive (neat serum), T.pallidum hiemagglutination assay positive 1/320; fluorescent treponemal antibody (absorbed) test (FTA-ABS) reactive; FTA-ABS IgM nonreactive. X-rays: Underdeveloped arm bones, with deformity and ankylosis of the elbow-joints and supracondylar pseudarthrosis on the left (Fig 3) . Some bones in the hands were fused; bowing of the left tibia and fibula with slight periosteal thickening, and slightly abnormal trabecular architecture of lower femur and upper tibia. Some atrophy, of right pelvis and femur. Shadows suggesting radio-opaque injections could be seen in the buttocks. Skull, chest, ribs, spine and heart were normal.
Comment
This patient with late congenital syphilis is unusual in that her illness was untreated until the age of 22. Hutchinson's triad (interstitial keratitis, VIII nerve deafness and dental stigmata) had existed but the signs were modified later by tooth extractions. There was also widespread skin and soft-tissue gummatous damage, with perforated hard palate and nasal septum, and a saddle nose (modified later by surgery). Conductive deafness was due to old otitis media. Her many bone and joint deformities would appear to have been the result of a combination of osteochondritis, epiphysitis, osteoperiostitis and arthritis. She is very fortunate in her highly functional traumatic pseudarthrosis, which the orthopaedic surgeons feel cannot be improved upon.
The family history demonstrates well that successive children born to a woman with syphilis are progressively less likely to be affected. A nonreactive FTA-ABS IgM test suggests that the disease has been adequately treated and is now inactive (O'Neill & Nicol 1972) . The other serological investigations are consistent with this opinion. Although the patient refused lumbar puncture, absence of neurological physical signs, reinforced by the negative FTA-ABS IgM test, indicates that there is no involvement of the central nervous system. Dr H R Vickers: Even thirty years ago such cases were extremely rare but I cannot understand how the diagnosis was missed when she first presented. Routine Wassermann reactions were carried out almost universally. Presumably the WR will now never become negative.
Chromoblastomycosis
Warwick L Morison MRCP (St Thomas' Hospital, London SEJ) Jamaican man, aged 17. Student History: Arrived in the UK from Jamaica in June 1971. He had lived in a rural area but had not been engaged in agriculture. A pruritic pigmented plaque on the lateral aspect of the right leg, first noted at age 13, had progressively enlarged and become nodular. There was no history of possible contacts. On examination: Lateral aspect of right leg: multiple hyperpigmented plaques up to 2 cm in diameter with five tender verrucous nodules 1-4 cm in diameter (Fig 1) . Flexor surface of right wrist: small papule 1 cm in diameter. This lesion had not been previously noticed by the patient. Investigations: Hb, white cell count, ESR, WR, serum electrolytes, blood urea, liver function tests, chest X-ray and microscopy of urine were all normal.
Biopsies: The lesions on the leg and wrist both showed the same histology: pseudo-epitheliomatous hyperplasia of the epidermis and a granulomatous infiltrate in the dermis with pigmented spores in and around giant cells. Phialophora pedrosoi was isolated from cultures of biopsies. Comment This case demonstrates several typical features of chromoblastomycosis: lower legs and feet are the commonest sites, lesions are usually verrucous and papular in appearance, pruritus is the main symptom and Jamaica is an endemic area. However, it is unusual to have widely separated foci of infection and, since hlmatogenous spread is uncommon, it is presumed that the lesion on the wrist is the result of autoinoculation.
There is no wholly satisfactory method of treatment. Intralesional amphotericin B has enjoyed most favour but appears to be palliative rather than curative in lesions of this size (Whiting 1967) . Encouraging success has been reported with 5-fluorocytosine (Lopes 1971) . The organism in this patient is sensitive to the drug and a trial of this therapy has been commenced.
Practolol-induced Drug Eruption E S K Assem MRCP and R A Banks Ms (Department ofPharmacology, University College London, and University College Hospital, London WCJ)
Woman, aged 55. Housewife History: The patient was referred to Dr T W E Robinson from the Cardiology Department with a three-month history of rash which had begun three weeks after her drug therapy had been changed from propranolol (taken for five years for treatment of angina pectoris) to practolol. The initial eruption appeared on the ankles and rapidly spread to involve mainly the buttocks, thighs and elbows. Other drugs given at the same time as practolol were Nativelle's Digitaline, frusemide, potassium supplements, spironolactone, phenobarbitone and trinitroglycerine. Phenobarbitone had been stopped for a period of ten days, but this had no effect on the rash. Past history: 1934, rheumatic fever; 1952, ulcerative colitis; 1959, nocturnal epilepsy; 1963 , congestive cardiac failure with mitral and tricuspid incompetence. Penicillin allergy, suspected in 1955 and 1967, was confirmed in 1968 by a positive skin test, presence of reaginic antibodies in serum and histamine release from isolated leukocytes. IgE, estimated in serum samples collected in early 1968, was within the upper limit of normal (900 ng/ml), but subsequently dropped to a level persistently below 250 ng/ml. She also had a history of allergy to chloramphenicol, confirmed by a delayed reaction in the skin test, and gave a family history of eczema and food allergy. On examination: Mitral and tricuspid incompetence, with mild cardiac failure. Skin lesions were most marked on the thighs, buttocks (Fig 1) , extensor surface of elbows, axillk, hands and feet. They fluctuated in quality, being at times psoriasiform and at others lichenoid. Investigations: Chest X-ray: cardiomegaly, upper lobe blood diversion; ECG: atrial flutter. Blood count, electrolytes and tests for intestinal malabsorption within normal limits. ESR (Westergren): 25 mm in the first hour on admission; 21 mm on discharge. Serum proteins normal. Antinuclear factor positive on three occasions. LE cells present. No detectable proteinuria and normal renal function tests. Skin biopsy (Fig 2) : thickened epidermis, somewhat hyperactive. Superficial dermis showed mixed infiltrate invading the epidermis in places. Epidermis showed some nuclear remains, possibly of invading cells. Tests for allergy to ,-adrenoceptor blocking drugs: Skin test: Intradermal injection of practolol 
